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Purpose

A Provide training on the FTHA Certification Process

A Discuss the essential role of FTHA Coordinators/Staff
A Review key components of the FTHA application

A Review regulatory timeframes

A Provide additional resources
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Basis for District Role

Residential Placement Services 89-ADM-22

18 NYCRR Part 458

Recruitment

Community education

Orientation and assessment of applicants to operate FTHAs
On-going technical assistance to certified FTHA operators
Supervision of FTHAS
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FTHA Certification Forms

Applicant Forms
ALDSS-2865, Application for Approval Family-Type Homes for Adults
ALDSS-3239, Medical Evaluation (Operator)

ALDSS-4505, Family-Type Home for Adults Certification of Child Support
Obligations

AOCFS-LDSS-7014, Personal History of Applicant Family-Type Home for
Adults

AOCFS-LDSS-7016, Emergency Plan
ALDSS-4388, Fire/Safety Inspection Report
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FTHA Certification Forms (continued)

Clearance Forms
ALDSS-3370, Statewide Central Register Database Check
ANYS Justice Center Staff Exclusion List

District Forms
AOCFS-0934A, Notice of Change Family-Type Home for Adults
ALDSS-2867, Survey Report Family-Type Home for Adults
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LDSS-2685 (page 1)

LD$S-2865

NEW YORK STATE [ initial  [J Renewal [ Change™
FEFFIGE I CHRLBEN A FiNSLY SEFICES: * Documents to be submitied with renewals are highlighted in
APPLICATION FOR APPROVAL FAMILY- hé”ﬂ ﬂr;‘D;!‘lE:;ﬂ? anﬂfY\CV: oy Type Home for Adt
** See altached Notice of Change-Family Type Home for Adults
TYPE HOME FOR ADULTS (OGRS 0934-4) Form

FACILITY INFORMATION:

Name or DBA:

Address of Facility:

County:

Proposed Capacity (1-4) Type of Dwelling: No. of Floors:
[ Private Residence ] Apartment

Household Composition: List everyone who lives in your household, including yourself, family members, residents,
boarders and others. Attach additional sheet(s) if necessary.

Name Date of Birth Sex i

A [=[]
O

mA =]
[m]3

A aw
Iml3

A aw
Or

A awm
F

Does anyone who lives in your household have disabilities (excluding residents, but including boarders)?
O YES CINO (I yes, indicate name of individual. nature and extent.}

Person(s) responsible for providing substitute care whenever applicant(s) is away from home.

Name Address Phone No. ey | Retationship Age
() I - O-20
O=<20
T E O-20
O<20
() . O-20
<20
) O-20
O<20
Water Source: O Municipal [0 Well (requires a lab report)
The following documents must be submitted to your social services district within 120 days after the application is
signed.
The documents required by ¢, d, and e must be signed and dated within 90 days of the date of submittal. Please see
the Internet site hittp/iwww ocfs state ny forms/psa for copies of forms mentioned by number below.

a. Documentation of site control (deed or lease),
b. Legal Type:
[ 1) Sele Proprietor
Certificate of Doing Business Under an Assumed Name (DBA) that is filed with the County Clerk
Clyes CINA
OR
[ 2) Partnership of natural persons (No LLC's or corporations)
Partnership Agreement [ Yes [0 N/A (e.g. married)
Certificate of Doing Business Under an Assumed Name (DBA) that is filed with the County Clerk

CYes CINA
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LDSS-2685 (page 1)

LDS5-2865 (Rev. 0682018

NEW YORK STATE [ initial  [J Renewal [J] Change™
OFFICE OF CHILDREN AND FAMILY SERVICES * Documents to be submitted with renewals are highlighted in

APPLICATION FOR APPROVAL FAMILY- bold on pages one and two.
TYPE HOME FOR ADULTS ** See attached Notice of Change-Family Type Home for Adults
(OCFS-0934-A), Form.

FACILITY INFORMATION:

Name or DBA:

Address of Facility:

County:

Proposed Capacity (1-4) Type of Dwelling: No. of Floors:
[[] Private Residence  [[] Apartment

Household Composition: List everyone who lives in your household, including yourself, family members, residents,
boarders and others. Attach additional sheet(s) if necessary.

Name Date of Birth Sex Relationship Occupation
Iy Om
OF
Iy Om
F
Iy am
OF
i am
OF
i Om
OlF n
Does anyone who lives in your household have disabilities (excluding residents, but including boarders)? rices

[ YES [ONO (If yes, indicate name of individual, nature and extent.)




LDSS-2685 (page 1)

Person(s) responsible for providing substitute care whenever applicant(s) is away from home.

Name Address Phone No. H%';:;Ee d Relationship Age
() [ - g-20
=20
() I - 8-20
=20
(R I - g-20
=20
() I - g-20
=20
Water Source: [ Municipal [ Well (requires a lab report)

The following documents must be submitted to your social services district within 120 days after the application is
signed.

The documents required by ¢, d, and e must be signed and dated within 90 days of the date of submittal. Please see
the Internet site http://www.ocfs state.ny. us/main/forms/psa for copies of forms mentioned by number below.
a. Documentation of site control (deed or lease);
b. Legal Type:
[1 1) Sole Proprietor
Certificate of Doing Business Under an Assumed Name (DBA) that is filed with the County Clerk
[ Yes [NA
OR
[ 2) Partnership of natural persons (No LLC's or corporations)
Partnership Agreement [J Yes  [J N/A (e.g. married)
Certificate of Doing Business Under an Assumed Name (DBA) that is filed with the County Clerk
Clyes CINA

n
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Documentation of Site Control

18 NYCR 485.6(d) (12)
A Deed
OR

A Lease i including a statement authorizing operator to
establish an FTHA on the premises
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Legal Type of FTHA Applicant

1. Sole Proprietor i Must be a natural person. Applicant
cannot be a limited liability company (LLC) or a
corporation.

OR

2. Partnership of Natural Persons
No LLCs or corporations.

NYS Social Services Law Section 461-b (1.) (a); 18 NYCRR
section 489.3(a) @gfk Office of Children

and Family Services




Legal Documents Relating to Type of
Applicant

For a Sole Proprietor: Certificate of Assumed Name (DOS-
1338-f), filed with county clerk, is needed when applicant will
operate under a name ot her th.
Li ving FTHA. 0)

If applicant Daniel Webster will be operating under his own
name (e.g., ADani el Webster F°
Applicant can then check off N/A.
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Legal Documents Relating to Type of
Applicant (continued)

For a Natural Person Partnership:

A Partnership Agreement: Required by 485.6 (d)(5), unless
partners are married.

A Certificate of Assumed Name, (DOS-1338-f): sometimes

al so called a nbusiness <cert
required by the law for any partnerships, even where the

partnership wild]|l operate und
Her e, |l t should really be ca

busi ness as @decauaerthe nedificatdis p, 0
needed even when there is no assumed name.

NEW
YORK
STATE
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LDSS-2685 (page 2)

Rav_ 082016,

©.  Fire inspection report (LDSS-4388) (/ 4 Reportis
.ab report which meets the ards of the New York State Depa
wur drinking water if a municipal source is not available;

o

Sketch of floar plan shawing 2l roams in the building, resident bedroom dimensions and locations of exits
interior stairways, smoke detectors, fire extinguishers and carbon monaxide detectors;

f.  Emergency Plan (OCFS-LDSS-7016) (Section 489.10(b) (5) of OCFS regulations)., and

b

g Proof of Coverage or No Need for Worker': il

Compensation and

OPERATOR INFORMATION

Applicant 1
Marital Telephone and
Mame of Applicant(s) Birth Date Maiden Name status® Area Code
(Last, First, M) M-Married
S-Single
i Om e )
Os
Da you live in the home [ Mo [ Yes

Income (other than from residents): $

1. Have you ever applied for 2 license or approval, excluding this home, to provide care for children or aduits?
O No [ Yes If Yes dateofapproval). [ / CQutcome

Facilty involved: [ciy [ state

2. Have you ever been convicted of any violation of law, other than minor traffic violations, or been a party in any
administrative proceeding invelving state, federal o local agencies

ONo  [¥es If Yes date of vioetion. / f | oucome:
Facilty Invoived [ ciy [ state
3. Have you ever been requred fo be registered on a Sex Offender Registry of ary jurisdiction?

Ono  [JYes I Yes dateofviolation / / Cutcome
Facilty Involved [ety [ stae

The following documents must be submitted to your social services district within 120 days after the application is
signed. Please see the Internet site hitp ffwvw ocfs state.ny usimainforms/psa for copies of forms mertioned by
number below,

h Physician's statement indicating the applicant(s) and designated responsible substitute caretaker(s) providing 20
or more hours of care per week are in good health and capable of providing the residents with adequate care
2nd services, Medical Evaluation (Operalor) (LDSS-3230)

i, Statement of education, experience and community activities for each applicant, Family Type Home for Adults
Personal History of Apolicant (OCFS-LOSS-7014)

j i tral Regi heck 3371

k. Request for Staff Exchusion List Check Form (JC CBC15), found at hitps Avper justicecenter ny. qov/SEL! and,

Certificalion of Child Supporf Obligations (LDSS-4505).

List Two Non-Relative Character

Name Address Zip Code|  Telephone No.

The applicant(s) represents that all of the above is true and the buildings, equipment, staff standards of care and
records to be employed in the operatian of this propased family type home for adults will comply with applicable
provisions of the law and reguiations of the New York State Office of Children and Family Services and that any
license or permit required by law for the operaticrs of said home has been or will be issued by the appropriate agency
prior to operation

SIGNATURE (APPLICANT 1) DATE
/
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LDSS-2685 (page 2)

LDSS-2865 (Rev. 06/2016)
c. Fire inspection report (LDSS-4388) (Fire/Safety inspection Report is recommended);

d. Lab report which meets the standards of the New York State Department of Health on the quality of
your drinking water if a municipal source is not available;

e Sketch of floor plan showing all rooms in the building, resident bedroom dimensions and locations of exits,
interior stairways, smoke detectors, fire extinguishers and carbon monoxide detectors;

f.  Emergency Plan (OCFS-LDSS-7016) (Section 489.10(b) (5) of OCFS regulations); and
g. Proof of Coverage or No Need for Worker’s Compensation and Disability Benefits.

OPERATOR INFORMATION

Applicant 1
Marital Telephone and
Name of Applicant(s) Birth Date Maiden Name Status* Area Code
{Last, First, MI) M-Married
S-Single
I Om | ) -
s

Do you live in the home: 1 No ] Yes

Income (other than from residents): $

1. Have you ever applied for a license or approval, excluding this home, to provide care for children or adults?
INo [(]Yes If Yes, date of approval). [/ / Qutcome:
Facility involved: ‘ City: ‘ State:

2. Have you ever been convicted of any violation of law, other than minor traffic violations, or been a party in any
administrative proceeding involving state, federal or local agencies:

[JNe [1Yes If Yes: date of violation:  / / | Outcome: !!1
rices

Facility Involved: ‘ City: ‘ State:




LDSS-2685 (page 2)

Facility Involved: | City: | State:
3. Have you ever been required to be registered on a Sex Offender Registry of any jurisdiction?

I No [IYes If Yes: date of violation: / / Outcome:
Facility Involved: ‘ City: ‘ State:

The following documents must be submitted to your social services district within 120 days after the application is
signed. Please see the Internet site http://www ocfs state ny. us/main/forms/psa for copies of forms mentioned by
number below.

h. Physician’s statement indicating the applicant(s) and designated responsible substitute caretaker(s) providing 20
or more hours of care per week are in good health and capable of providing the residents with adequate care
and services, Medjcal Evaluation (Operator) (L DSS-3239):

i. Statement of education, experience and community activities for each applicant; Family Type Home for Adults
Personal History of Applicant (OCFS-LDSS-7014):

j. Statewide Central Register Database Check (LDSS-3370):

k. Request for Staif Exclusion List Check Form (JC CBC15); found at https:/vper.justicecenter. ny.gov/SEL/ and,

| Cerlification of Child Support Obligations (LDSS-4505).

List Two Non-Relative Character References
Name Address Zip Code Telephone No. Relationship

The applicant(s) represents that all of the above is true and the buildings, equipment, staff standards of care and
records to be employed in the operation of this proposed family type home for adults will comply with applicable
provisions of the law and regulations of the New York State Office of Children and Family Services and that any
license or permit required by law for the operations of said home has been or will be issued by the appropriate agency,
prior to operation.

SIGNATURE (APPLICANT 1): DATE:
I

rices



LDSS-4388 (page 1)

Office of Children
and Family Services

NEW
YORK
STATE




